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INTRODUCTION

A symposium organized by National Jewish Health and held
in Denver, Colorado, on October 8, 2009, investigated the
role of intranasal antihistamines for allergic rhinitis. It was
titled Rethinking the Treatment of Allergic Rhinitis; the
Role of Intranasal Antihistamines: “Me Too Drugs” or a
Novel Class? Articles 1 through 4 in this supplement
provide detailed information about the biology of hista-
mine and the efficacy and cost-effectiveness of intranasal
antihistamines in allergic rhinitis. This publication, based
on that symposium, provides a summary of new recom-
mendations and proposes an updated approach to the treat-
ment of allergic rhinitis.

UPATED TREATMENT ALGORITHM

On the basis of the discussion of the panel and the review of
current guidelines, the following overarching themes for
treatment of allergic rhinitis, regardless of severity and dura-
tion, were expressed:
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1. All patients need to be educated on their disease, the goals
of therapy, the appropriate method of medication admin-
istration (how to dose appropriately), and how to institute
appropriate environmental controls.

2. All patients are appropriate candidates for intranasal
saline either given as needed or for regular adjunctive
use.

3. Intranasal decongestants can be used for brief courses of
up to 3 days or unilaterally as a single dose.

4. Intranasal anticholinergics can be used across all patients
with profuse rhinorrhea.

The specific recommendations for the treatment of allergic
rhinitis from this consensus panel are shown in Figure 1.
These recommendations are based largely on the 2008 Aller-
gic Rhinitis and its Impact on Asthma recommendations and
the 2008 US Joint Task Force Practice Parameter recommen-
dations, together with literature on intranasal antihistamines
and other allergic rhinitis treatments as discussed in this
publication.!* However, the 2 former guideline publications
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do not provide an approach with preferred and alternate
treatment strategies. In addition, the role of intranasal anti-
histamines was not stressed in these guidelines. The consen-
sus group participating in this symposia critically reviewed
the data reflected in this supplement and proposed the algo-
rithm depicted in Figure 1.

One of the main differences from earlier guidelines is a
preference-based strategy and a broader role for intranasal med-
ications over oral medications. As discussed more fully in the
preceding articles in this supplement, there are a number of
intrinsic advantages of intranasal antihistamines over other oral
or injectable treatment modalities, including the following?:

e Higher local concentration to maximize efficacy

o Administer medication directly to the affected site of the disease

e Onset of action within 15 to 30 minutes

e Low blood levels, leading to fewer systemic adverse
effects

e Effects on mast cell stabilization, interleukins, cyto-
kines, neural mechanisms, and cellular migration, all of
which play a role in both allergic and nonallergic
rhinitis

In addition, intranasal antihistamines have been shown
in randomized, placebo-controlled trials to be more effi-
cacious than oral antihistamines in the treatment of allergic

rhinitis,® as described in detail in article 4 of this series.
That article also discusses data from a pilot study of
azelastine nasal spray vs fluticasone nasal spray vs ceti-
rizine oral capsules (Meda Pharmaceuticals Inc, Somerset,
New Jersey, data on file) and from a larger study of
olopatadine vs fluticasone,” both of which showed that
intranasal antihistamine and intranasal corticosteroid are
similar in effectiveness.

Leukotriene antagonists were included in the algorithm
because they are approved for treatment of allergic rhinitis,
but the purpose of this panel was not to critically review all
the data surrounding this particular class of drugs. In
general, leukotriene antagonists have been shown to be
better than placebo for allergic rhinitis but have marginal
efficacy.’

If both oral and ocular symptoms coexist with allergic
rhinitis, then oral formulations would be preferred because
they have systemic distribution. However, Figure 1 reflects
treatment of intranasal symptoms.

SUGGESTED FUTURE RESEARCH

The panel developed recommendations to help advance our
understanding of the best treatment options for allergic
rhinitis:

Diagnosis of Allergic Rhinitis: Look for levels of rhinitis control (e.g., impairment, risk factors).

Intermittent Symptoms Persistent Symptoms
y y
Mild: Moderate/Severe: Mild: Moderate/Severe:
1. Preferred is intranasal 1. Preferred is either 1. Preferred is either 1. Preferred is
antihistamine for intranasal intranasal steroid OR COMBINATION of

prophylaxis or
treatment of pts
becoming acutely
symptomatic.
Alternate is oral
antihistamine for
patients who will not
use or have adverse
effects from nasal
drugs.

ra

antihistamine OR
intranasal steroid.

[

Alternate is oral
antihistamine + oral
decongestant for more
severe patients (note:
increased dose of
decongestants also

increases side effects).

. Additional
possibilities: oral
antihistamines + oral
LTRA, or a short
course of
corticosteroids for up
to 3 days (even
prophylactically).

)

intranasal
antihistamine,

If not doing well on
one, then use the
other as monotherapy.

If either therapy is not
effective, try
combination of the
two products.

|8

Alternate is oral
antihistamine for
patients who will not
use or have adverse
effects from nasal

intranasal steroid plus

intranasal antihistamine.

Patients could increase
frequency of usual dose
if necessary (regular
maintenance with
reliever therapy).

2. Alternate is oral

w

antihistamine + oral
LTRA for patients who
will not use or have
adverse effects from
nasal drugs.

. Additional possibilities:

add on therapies of oral
decongestant, oral

drugs. antihistamines, or oral
3. Additional LTRA.

possibility: oral

LTRA.

Allergen and irritant avoidance always appropriate.

I

Consider specific immunotherapy as appropriate.

Figure 1. Consensus panel recommendations for the treatment of allergic rhinitis. LTRA indicates leukotriene antagonist.
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e Additional research comparing intranasal antihistamines
with intranasal corticosteroids at the doses used in the
United States is imperative to determine the comparative
efficacy of these 2 classes of drugs.

e Long-term safety and tolerability studies on the use of
intranasal products for allergic rhinitis are necessary. Most
studies have been performed for short-term treatment
periods.

e Objective measures of patient improvement in allergic
rhinitis need to be identified.

e Additional research is needed on the total burden of
disease. This will require assessing indirect costs, qual-
ity-of-life impairment, and comorbidities and acqui-
ring data on the effect of therapy on these important
outcomes.

e Skills and methods must be developed so clinicians can
assist patients in making appropriate decisions, including
patient education and clear understanding of who is over-
seeing administration of medications to the patient.
Effective allergic rhinitis management requires the devel-

opment of a physician-patient-family partnership, avoidance

of environmental triggers, and appropriate pharmacologic
and immunologic therapeutic interventions. Education is
the key to promote adherence and optimize treatment
outcomes. In addition, the treatment of allergic rhinitis
combines environmental control (allergen and irritant
avoidance), pharmacotherapy, and immunotherapy; sur-
gery may be used adjunctively in a few specific patients.’

The selection of the specific pharmacotherapy for the

patient depends on multiple factors, including the type of

rhinitis (eg, allergic, nonallergic, mixed, episodic), most
prominent symptoms, symptom severity, and patient age.

The management and monitoring of allergic rhinitis should be

individualized using both step-up and step-down approaches

based on the history of the spectrum, severity, and duration of
symptoms; physical examination findings; comorbidities; age of
the patient; and patient preferences.

This panel was charged with reviewing the place of intra-
nasal antihistamines in the spectrum of treatment for allergic
rhinitis. Intranasal antihistamines have been shown in numer-
ous randomized, placebo-controlled trials to be more effica-
cious than oral antihistamines.®!*'> Although intranasal cor-
ticosteroids are considered by some to be superior to
intranasal antihistamines, multiple studies have shown an
equal effect of the 2 classes of medication. Both intranasal
corticosteroids and intranasal antihistamines have been
shown to reduce all symptoms of allergic rhinitis as reviewed

in the article by Kaliner et al in this supplement. In addition,
intranasal antihistamines have a more rapid onset of action
than intranasal corticosteroids. The future of allergy treat-
ment will likely involve a combination of the 2 types of
intranasal medications because research has shown they have
additive efficacy.
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